Shortage of deceased donor organs led to establishment of living donor liver transplantation. Recent reports have strongly suggested that laparoscopic approach should be the gold standard for lesions in the left lateral section. Laparoscopic living donor left lateral sectionectomy was first described in 2002. Subsequently, laparoscopic procurement of left lateral sections was shown to be safe and reproducible, resulting in grafts similar to those obtained with open surgery. In 2006, laparoscopy-assisted right lobe donor hepatectomy was reported. To date, however, only a small number of liver transplant centers have performed laparoscopic donor hepatectomy because the procedure can be performed only by surgical teams with extensive expertise in performing both minimally invasive surgery on the liver and liver transplantation with partial and living donor liver grafts. Herein, we describe the details of laparoscopic living donor hepatectomy including total laparoscopic surgery and laparoscopy-assisted surgery. 
INTRODUCTION
Herein, we describe the details of laparoscopic living donor hepatectomy including total laparoscopic surgery and laparoscopy-assisted surgery.
TOTAL LAPAROSCOPIC LIVING DONOR HEPATECTOMY
Laparoscopic living donor left lateral sectionectomy in pediatric LDLT is introduced because total laparoscopic living donor right hepatectomy is not clearly reported un- (Table 2) .
Laparoscopic living donor left lateral sectionectomy

LAPAROSOCPY-ASSISTED LIVING DONOR HEPATECTOMY
Although laparoscopic lateral sectionectomy, in living donors for pediatric LDLT, has been successful, a total laparoscopic right hepatectomy under pneumoperitoneum has been scarcely reported in living donors. In fact, a laparoscopic right hepatectomy is difficult to perform even in the treatment of benign tumors according to a report by Suh et al. 4 This difficulty is related to 1) extensive mobilization of the heavy right liver that is deeply seated be- The middle and lateral trocars were used as primary working devices. The medial trocar was used to retract the liver medially (Fig. 5) .
The liver was inspected and partially resected for a frozen biopsy to confirm the degree of steatosis. The right triangular and coronary ligaments were divided with a harmonic scalpel (Ultracision, Ethicon Endosurgery, Cincinnati, OH) and monopolar electrocautery to mobilize the right lobe of the liver and expose the short hepatic veins and inferior vena cava (IVC) ligament (Fig. 6, 7 ).
The right lobe was allowed to return to the anatomical position and at this point, the trocars and all other laparoscopic devices were removed. cm-sized mini-laparotomy incision, which was an extension of the two medial subcostal trochar sites, was (Fig. 8, 9) . A silastic penrose drain was inserted between the liver and IVC for the hanging-over maneuver during parenchymal transection. After cholecystectomy was performed, using the subcostal incision, under direct vision, the cystic duct was cannulated in preparation for cholangiogram. The right hepatic artery (RHA) and right portal vein (RPV) were isolated posteriolaterally as they entered the right lobe (Fig. 10) . A transection line was drawn during transient clamping of the hepatic artery and portal vein on the right side of the liver. Parenchymal transection was performed using a ultrasonic aspirator (CUSA EXcel, Valleylab Corp., Boulder, CO) without the Pringle maneuver on either side of the liver (Fig. 11) . The major MHV branches (＞5 mm in diameter) were isolated and divided using Hem-o-lock clips (Fig. 12) . After the parenchymal dissection was completed, the right hepatic duct was isolated and divided. The bile duct stump was sutured with 6-0 Prolene sutures.
After the recipient was ready to receive the graft, 5000 U heparin was infused and the right hepatic artery and portal vein with the right hepatic vein were divided after application of a vascular clamp. The graft was extracted through the site of the subcostal incision (Fig. 13) . 
